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IT Value Snippets from the August Healthcare IT News (read the digital edition)
We just got our August issue of Healthcare IT News in the mail from HIMSS.  Here are a few items that discuss IT Value realization:
Page 11 – Write for each other – Wellspan’s Hal Baker rebuts April NEJM article about electronic documentation pitfalls.  The key is not just implementation of the system, but doing it right, e.g., “…judicious use of voice recognition and dictation to augment [templates]…is in fact essential.”
Page 11 – Newsmaker Interview: Leah Binder – Leapfrog Group CEO says of safety improvements “The key issue is not the technology itself…but how the technology is deployed.”
Page 13 – Physicians raise doubts about “most wired” list – Docs at the recent AMDIS symposium call the HHN list “dangerous”, claiming that unsophisticated hospital leaders “…might mistakenly believe that the simple installation of healthcare IT would lift quality in a hospital.”

HIMSS Announces Update to CDS Implementer’s Guide (read the announcement)

On behalf of its co-publishers The Scottsdale Institute, AMIA, ISMP, ASHP, and AMDIS, HIMSS announced that the successor to its best-selling CDS Implementer’s Guide would be released in the Fall of 2008.

The new book, titled “
Improving Medication Management, Safety and Other Outcomes with Clinical Decision Support: A Step-by-Step Guide” includes chapters on “…optimizing governance structures and management processes, defining outcome improvement opportunities and baselines; setting up interventions in key clinical information systems and for specific targets; deploying CDS interventions to optimize acceptance and value; measuring results and refining the program; and approaching CDS knowledge management systematically.”

Our Take

The original CDS Implementer’s Guide is one of the essential references for those seeking value from clinical decision support tools.  This new version is even more specific, practical, and focused on the measurable benefits of the technologies.  Buy it. Read it. Follow it.
HIT Failure Cases: Sociotechnologic Issues in Clinical Computing Illustrated (visit the website)

Man-on-a-mission, Scot Silverstein, M.D. writes about an “apparent paradox”…While clinically oriented IT is now potentially capable of achieving many of the claimed benefits (improved medical quality and efficiency, reduced costs, better medical research and drugs, earlier disease detection, and so forth), there is a major caveat and essential precondition:  the benefits will be realized only if clinical IT is done well.  For if clinical IT is not done well, as often occurs in today’s environment of medical quick fixes and unquestioning exuberance about IT, the technology can be injurious to medical practice and biomedical R&D, and highly wasteful of scarce healthcare capital and resources. “

Dr. Silverstein’s web site is dedicated, not to HIT’s benefits, but to its failures.  In a lengthy (and a bit hard to read due to the navigation) front page he delves into the reasons why healthcare IT projects fail to deliver their intended benefits.  Several case examples are provided in another section to illustrate the concepts discussed on the first page.
Our Take
A growing consensus seems to be emerging that, a.) clinical systems have advanced to the point that they can provide great value, b.) most providers have not figured out how to use them effectively, and c.) there are known solutions to this problem.  Dr. Silverstein spends most of his time on a. and b., but The Information Paradox (below) gets into c. (although it’s not healthcare-specific).  
We’ve covered these same points in our HCI blog (see an example), and in our recent series of Scottsdale Institute teleconferences (audio files accessible by members on the SI website, let me know if you want a copy of the slides).
July 10 - Clinical System Benefits-Driven Implementation: Lessons Learned from Early Adopters - How to manage a clinical system implementation “to the benefits,” instead of “to the technology.”
August 13 - Clinical System Benefit Measurement Metrics: How to Select, Collect and Report - A detailed “technical” discussion laying out the principles of benefit metric selection, issues around data collection, principles of report design and use; and illustrating them with real-world examples. 

October 2 - Clinical System Benefit Requirements: A Practical Tool for Benefits-Driven System Implementation - Practical examples of how to identify and use detailed technical and process change requirements focused on realization of specific operational benefits, as distinguished from a focus on process changes or technical implementation goals.
The Value of RFID in Cath Labs (read the first, second, third, and fourth case studies)
An RFID vendor sent us the links to several case studies (none of them were written by the vendor).  Three of the sources describe actual results from installing an RFID system in two separate cath labs, which experienced a 9 percent and a 41 percent reduction in their inventory of selected high-cost items (e.g., stents, balloons) over the first few months of system use.
Our Take

What we like about these cases: they clearly describe the benefit mechanism: It’s impossible to manually count inventory frequently enough and accurately enough to know the highs and lows of inventory stocks of various cath lab items throughout the day.  So we leave something extra in inventory to handle the highs and lows we can’t fully anticipate.  With RFID, frequent (every 18 seconds) automatic inventory counting provides a more timely and accurate picture of what’s in stock and may allow a cath lab to manage with lower inventory levels, saving staff time and inventory carrying costs.  It’s all very logical.

What else we’d like to see: more case studies that explain why there’s such a wide range of benefits.  A spreadsheet (model) that predicts savings based on the amount of inventory owned vs. consigned, and indicators of how much the unit is over-stocked based on industry benchmarks and local usage statistics.  That way potential customers would have a clearer idea of what they might save (since the range of improvement in these cases is so wide) before they buy the technology.
The Quest for Value, Per Government Health IT (read the article)

Nancy Ferris of the Government Health IT web site writes about the need for a broader perspective in the discussion about health IT benefits. “I think the problem we have right now is always using…return on investment” as the sole way to measure the worth of a health IT project, said Kathleen Nolan, director of the Center for Best Practices’ Health Division at the National Governors Association, speaking at the Government Health IT Conference in June.

“…there’s a difference between value and ROI,” Nolan said. Value represents an improvement in the health system’s efficiency or effectiveness or a better result from everyone’s health expenditures, she added.  If the discussion focuses on value, “we won’t create false expectations of actual savings” in health care costs, Nolan said. “It is still a business discussion, but you have to be looking at other outcomes” beyond cutting costs.”

Our Take

This article is worth reading because it gets a lot of issues out on the table, and quotes knowledgeable experts.  But it also mixes apples and oranges in a somewhat confusing manner.  The article outlines the debate about whether health IT has financial benefits, describes how the benefits of health IT often don’t accrue to those who pay for it, and considers the argument that health IT is a public good and should be paid for by the government. The article then talks about the lack of ROI for health information exchanges (HIE), and gives an example of what it calls a “failed experiment” at MaineGeneral Medical Center.  Of course the benefits of HIEs and hospital IT systems are very different, but the article’s main points seem to be that a.) more than just financial ROI should be considered, and b.) it takes hard work to realize IT benefits.  And that’s something we can agree with.
CCHIT Kingpin Leavitt Debates Progress Toward Health IT Value – Or Not (read the original article and Dr. Leavitt’s response)

Carol Diamond and Clay Shirkey write in Health Affairs that “One of the biggest obstacles to expanding the use of information technology (IT) in health care may be, ironically, the current narrow focus on how to stimulate its adoption. IT is a tool, not a goal. Success should not be measured by the number of hospitals with computerized order entry systems or patients with electronic personal health records. Success is when clinical outcomes improve. Success is when everyone can learn which methods and treatments work, and which don't, in days instead of decades.”

Diamond and Shirkey argue that much more work needs to be done to resolve non-technical “thorny issues” such as a.) “Current legal and financial incentives provid[ing] little motivation to share information across institutions”, and b.) “…deep concern on the part of doctors and hospitals about how the technology will be financed, and on the part of consumers about how their data will be used and kept safe from misuse.” 
CCHIT head Mark Leavitt, M.D. responds that great progress has been made in a short period of time in three areas, including awareness, cost and risk.  Dr. Leavitt’s evaluation: 

Awareness – “For a box score on raising health IT awareness, I say: five [out of five] stars.”  

Cost – The total value of HIT incentive programs… “is in the hundreds of millions of dollars. While that will not buy every doctor a free EHR, I don’t believe we should be doing that anyway. Is it a credible jump start? Yes, and I think these results merit at least three out of five stars.” 

Risk – “I think there has been both essential learning and substantial progress made in reducing the risk of health IT, and I think those results rate four stars.” 
Our Take

Can they both be right?  Dr. Leavitt seems to be using an old political trick: answering a different question than what was asked.  He points out several successes that government has had, and he’s right, within the scope of what government can do.  We think his grading is a bit generous in terms of the overall problem though.  
Five stars out of five says to us that the problem is basically solved.  While overall awareness of HIT is certainly higher than it was four years ago, there’s still a vast misunderstanding on the part of healthcare decision-makers about which technologies can solve which problems, and exactly what the role of technology is vs. that of policy, culture, process improvement, etc.  In terms of where we need to be, we’d say two out of five stars.

One or two or three hundred million dollars is a drop in the bucket when you consider that a single hospital system can spend over $100 million implementing an EHR.  That may be all we’ve got in the government budget right now, but we’d say that compared to the overall need we’re at one of five stars.

CCHIT has increased information in the marketplace and probably saved us from some products that are real dogs, but has the risk of implementing healthcare IT substantially fallen in the last four years?  We’ve learned a little about what works, and products are better, but reported EHR failure rates are still over 50 percent.  That’s one star at best, we’d say.

Government hasn’t done badly at what it’s attempted, but that’s a far cry from what’s needed.  The question posed by Diamond and Shirkey is whether our current technology focus is going to get us the benefits we’re hoping for.  Dr. Leavitt doesn’t really address that question.
SPECIAL: Health IT benefits now part of Democratic platform (read the platform; see the Modern Healthcare story )
The Democratic National Platform committee says that cutting costs and eliminating waste in the healthcare system would save the average family “up to $2,500 per year”.  These savings would come from “…state of the art health IT systems, privacy protected electronic medical records, reimbursement incentives and an independent organization that reviews drugs, devices and procedures to ensure that people get the right care at the right time.”
Our Take

Next week the Republicans will raise the savings estimate to $3,000 per year ;^). 
But seriously, where did the Democratic figure come from?  The first two items on their list are health IT, although more privacy protection could actually increase costs.  Reimbursement incentives could certainly help cut costs, and it sounds like the independent review organization would determine which therapies were most cost-effective and encourage their use.

We searched for but did not find any details to back up the Democratic cost savings calculations.  That may mean that there aren’t any, or that they don’t want to be held to the specifics, but here are two likely sources for their health IT-related cost savings estimates:

The Center for Information Technology Leadership has done several studies of the value of health IT, including:

Ambulatory CPOE: “Nationwide adoption of advanced ACPOE systems will save the US healthcare system approximately $44 billion per year in reduced medication, radiology, laboratory, and ADE-related expenditures.” 
Healthcare Information Exchange and Interoperability: “…standardized HIEI would deliver $77.8 billion in annual savings in the United States…Providers would realize annual new returns of $33.5 billion with full implementation of standardized HIEI. Other stakeholders…would also benefit...”

IT Enabled Diabetes Management: “Electronic diabetes registries used in physician offices can save a net of $14.5 billion in diabetes-related costs over 10 years.”
Provider to Provider Telehealth Technologies: A hybrid telehealth model that combines store-and-forward and real-time video can save $3.61 billion annually. “In addition…a reduction in patient travel from mileage costs alone could save $912 million.”
The RAND Corporation has authored several high-profile studies on the value of health IT, including:

Richard Hillestad, J. Bigelow, A. Bower, F. Girosi, Robin Meili, Richard Scoville, and Roger Taylor, “Can Electronic Medical Record Systems Transform Health Care? Potential Health Benefits, Savings, and Costs,” Health Affairs, Volume 24, Number 5, September/ October 2005.  “Annual savings from efficiency alone could be $77 billion or more. Health and safety benefits could double the savings… Implementation would cost around $8 billion per year, assuming adoption by 90 percent of hospitals and doctors' offices over 15 years.”
Anthony Bower, The Diffusion and Value of Healthcare Information Technology, MG-272-1-HLTH, Santa Monica, CA: RAND, 2004.

James H, Bigelow et al., Analysis of Healthcare Interventions That Change Patient Trajectories, MG-408-HLTH, Santa Monica, CA: 
RAND, 2005.

Katya Fonkych and Roger Taylor, The State and Pattern of Health Information Technology Adoption, MG-409-HLTH, Santa Monica, CA: RAND, 2005.

Federico Girosi, Robin Meili, Richard Scoville, Extrapolating Evidence of Health Information Technology Savings and Costs, MG-410-HLTH, Santa Monica, CA: RAND, 2005.
In addition, the author of the first of these reports, Richard Hillestad, recently testified before the Senate Finance Committee (see the transcript).
Just for reference, there are approximately 111 million households in the U.S., so a $2,500 annual savings per family (assuming that households are the same as families) would add up to $278 billion in savings annually.  All of CITL’s savings combined would add up to about $140 million annually, and RAND’s total potential savings are estimated at $80 million annually, so if these studies are the source of the Democratic estimates they are obviously counting on more than just IT-related savings.
The Information Paradox Explains Benefit Realization Principles (read reviews at Amazon.com)

In his forward to The Information Paradox, Michael Poehner describes how, “…in discussions with business and IT executives, it became clear that the paradigm under which we all operated – if the project is managed properly, the benefits will be there – was fundamentally wrong.  In the real world, benefits do not materialize unless you understand and proactively manage the process to achieve them.”

The book describes the authors’ “Benefits Realization Approach”, which is a set of activities designed to provide “…proactive management of the benefits realization process…a clear understanding of what business results are to be achieved…[and] the resources required to get those results.”  It includes a focus on program management, portfolio management and full cycle governance, and specifies accountability for benefits, measurement, and change management.
Our Take

Ever read an article or a book and find that you’d independently come to the same conclusions as its authors?

We just discovered The Information Paradox, published in 1998, and we find ourselves in complete agreement on a number of key points.  Most notably, we have written extensively about the need for “Benefits Planning” for IT investments, and a “Benefit-Driven System Implement-ation approach”, especially for advanced clinical systems such as EHRs.  The principles we’ve discovered in our work with over 100 hospitals are very similar to those outlined in this book.
If you would like to suggest an item for Health IT Value Digest please email douglas.thompson@navigantconsulting.com. 

